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418.56 

IDG, CARE PLANNING, COORDINATION 

OF SERVICES 

The hospice must designate an 

interdisciplinary group or groups as specified 

in paragraph (a) of this section which, in 

consultation with the patient's attending 

physician, must prepare a written plan of 

care for each patient.

L 537The hospice agency will 

ensure the written plan of care 

was developed with full 

participation of the 

Interdisciplinary Team (IDT) as 

evidenced by handwritten 

signature and date on every Plan 

of Care.A process change will be 

implemented.  All Hospice Plan of 

Care documents will be manually 

signed and dated by the IDT 

members during the weekly 

meeting signifying their 

participation in the patients plan 

of care.Plans of Care for current 

patients will be audited and 

appropriate staff will sign and 

date (per agency policy) signifying 

their participation in the patients' 

plans of care. this retrospective 

review will be overseen by the 

administrator.Systematic audits 

will be performed weekly by the 

nurse manager for all admissions 

and recertifications to ensure 

compliance.An inservice was 

provided to the IDT on August 5, 

2013 to discuss the new process 

and implement changes.The IDT 

will review and update the two 

policies titled, "Documentation of 

Provision of Care" and "Hospice 

in a Facility-Plan of Care" to 

08/23/2013  12:00:00AML000537

Based on clinical record review, policy 

review, and interview, the hospice failed 

to ensure the written plan of care was 

developed with full participation of the 

interdisciplinary group for 11 of 13 

records ( 1 -  5, 7 - 10, and 14 - 15) 

reviewed with the potential to affect all of 

the hospice patients.  

Findings 

1.  Clinical record #1, start of care (SOC) 

2/25/13, included a plan of care for the 

benefit periods of 2/25/13 - 5/25/13 and 

5/26/13 - 8/23/13 that failed to evidence a 

signature and date to identify the 

Registered Nurse (RN) had participated.  

2.   Clinical record #3, SOC 11/29/12, 

included a plan of care for the benefit 

periods of 11/29/12 - 2/26/13,  2/27/13 - 

5/27/13, and 5/28/13 - 7/26/13 that failed 

to evidence all the members of the 

Interdisciplinary Group (IDG) had 

participated.  
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include the new process 

demonstrating alignment with the 

regulation.A 10% random sample 

of Plan of Care documents will be 

audited  monthly for hand written 

signatures and dates for all IDT 

members  in the plan of Care until 

100% compliance is achieved. 

This plan of correction will be 

completed by August 23, 

2013.The Hospice Administrator 

will be responsible for ensuring 

this deficiency is corrected and 

will not recur.

A.  The plans of care for the benefit 

periods of 11/29/12 - 2/26/13 and 2/27/13 

- 5/27/13 failed to evidence a signature 

and date to identify the RN had 

participated.  

           B.  The plan of care for the benefit 

period of 5/28/13 - 7/26/13 failed to 

evidence a signature and date to identify 

the RN had participated.  

3.  Clinical record #5, SOC 4/9/13, 

included a plan of care for the benefit 

periods of 4/9/13 - 7/7/13 and 7/7/13 - 

10/5/13 that failed to evidence a signature 

and date to identify the RN had 

participated.  

4.  Clinical record #7, SOC 1/23/13, 

included a plan of care for the benefit 

periods of 1/23/13 - 4/22/13 and 4/23/13 -  

7/21/13 that failed to evidence a signature 

and date to identify the RN had 

participated.  

5.  Clinical record #9, SOC 7/9/13, 

included a plan of care for the benefit 

period of 7/9/13 - 10/6/13 that failed to 

evidence a signature and date to identify 

the RN had participated.  

6.  Clinical record #11, SOC 5/13/13, 

included a plan of care for the benefit 
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period of 5/13/13 - 8/10/13 that failed to 

evidence a signature and date to identify 

the RN had participated.  

7.  Clinical record #15, SOC 7/9/13, 

included a plan of care for the benefit 

period of 7/9/13 - 10/6/13 that failed to 

evidence a signature and date to identify 

the RN had participated.  

8.  On 7/26/13 at 3:15 PM,  Employee J, 

the clinical manager, and Employee K, 

administrator, indicated all members of  

the IDG had not signed the plans of care.  

9. Clinical record #2, start of care (SOC), 

12/13/12, included plans of care for the 

benefit periods 12/31/12 to 3/30/13, 

3/31/13 to 6/28/13, and 6/29/13 to 

8/27/13 that failed to evidence all 

members of the IDG had participated.

     A. The plan of care for the benefit 

period of 12/31/12 to 3/30/13 failed to 

evidence a signature and date to identify 

the RN and the chaplain had participated.  

     B. The plan of care for the benefit 

period of 3/31/13 to 6/28/13 failed to 

evidence a signature and date to identify 

the RN had participated.  

     C. The plan of care for the benefit 

period of 6/29/13 to 8/27/13 failed to 
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evidence a signature and date to identify 

the RN, social services, and chaplain had 

participated.  

10. Clinical record #4, SOC 7/5/13, 

included a plan of care for the benefit 

period of 7/5/13 to 10/2/13 that failed to 

evidence a signature and date to identify 

the RN had participated.  

11. Clinical record # 8, SOC 5/23/13,  

included a plan of care for the benefit 

period of 5/23/13 to 8/20/13 that failed to 

evidence a signature and date to identify 

the RN had participated.  

12. Clinical record #10, SOC 7/8/13, 

included a plan of care for the benefit 

period of 7/8/13 to 10/5/13 that failed to 

evidence a signature and date to identify 

the RN had participated.  

13. Clinical record # 14, SOC 7/13/13, 

included a plan of care for the benefit 

period of 7/13/13 to 10/10/13 that failed 

to evidence a signature and date to 

identify the RN had participated.  

14. The policy with a current review date 

10/10 titled "DOCUMENTATION OF 

PROVISION OF CARE" states, "3. 

Signatures (first initial and entire last 

name as a minimum)/and/or electronic 

signatures are permitted for all 
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documentation. ... 5. Entries should be 

made in ink/or by electronic signatures 

with full dates, signatures and titles. 

15. The policy with a current review date 

6/11 titled "HOSPICE IN A 

FACILITY-COORDINATED PLAN OF 

CARE" states, "8. ... Signatures will be 

required to document this coordinated and 

accepted plan of care." 

    

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: HZLU11 Facility ID: 007970 If continuation sheet Page 6 of 6


